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When presenting, the haemoglobin level was 8.1 g/dl, reticulocytes
0.4%,white blood cell count 17.6× 109 cells/lwith 4%blast cells, 2%
myelocytes, 77% polymorphonuclear leukocytes, 5% band cells,
6%monocytesand7%lymphocytes.Theplateletcountwas30×109/l.
Further laboratory tests revealeda lactatedehydrogenase (LDH) level
of 251 U/l (normal < 250 U/l), a serum ferritin level of 4720 mg/l
(normal 15–160mg/l) andaC-reactiveprotein (CRP) levelof 13mg/dl
(<0.5mg/dl).
Nootherreasonfortheerythemanodosumwasfound.Rheumatoid








no inflammatory bowel disease. The bacteriological stool examination
was inconspicuous.Nomalignancywas found in thechestCTscan, the








skin lesions and the anklepain aswell as the laboratory inflammatory
signsimprovedwithindays.Thetotalwhitebloodcellcountdroppedto










tirely clear.Erythemanodosumrepresents an inflammation
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possible progression to acutemyeloid leukaemia.Different
types of skin lesions have been described in patients with
MDS,rangingfromspecificlesionsdefinedbythepresenceof
malignanthaematopoieticcellsintheskintonon-specificle-








swellingof the rightankle,andmultipleerythematous,edematous sub-
cutaneousnodularskinlesionsattheextensorsidesofthelowerlegsand







The patient had been diagnosedwith transfusion-dependentWorld
HealthOrganisation(WHO)MDSwithdel(5q)syndromeinSeptember
2005.Otheraberrationsormutations(JAK2,FLT3,orNPM1mutation)
werenotdetected.Thepatienthad initially received lenalidomide the-














with T cell-mediated myelosuppression [3, 8]. In MDS,
increased percentages of cytotoxic effector T cells and
decreased numbers of regulatory T cells can be found [9].




cyte globulin (ATG) infusion therapy [13]. However, the
expansionofthenowunrestraineddysplasticclonemayfacili-
tate leukaemic progression after the loss of MDS-specific
cytotoxicTcells.Thisconcern,however,wasnotverifiedina
10-yearfollow-up[14].Infact,patientsrespondingtoimmu-










in 1 case [4].The 74-year-oldwoman in thepresented case
















onset of the skin lesions, as determined by bone marrow
biopsy. Within 7 months after the onset of the erythema
nodosum, therewerenochanges inhaemoglobin levelsand
blastcell,whitebloodcellandplateletcellcounts.Theskin
lesionsandankle joint inflammationrespondedto immuno-
suppressivetreatmentwithprednisone,suggestingthatthese
symptoms might be an immune-mediated complication of
MDS. In summary, the onset of erythema nodosum in pa-
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